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There is an obligation for those in the social work profession to gain better
knowledge of the African-American seniors’ perception ofHIV/AIDS: and value
clarification. According to existing data, an alarming increase exists in the number of
elderly Afiican-American women who are exposed to HTV/AIDS (Center ofDisease
Control, 1998). It is within this context that this exploratory descriptive study was
undertaken. This study explored demographic factors, HTV/AIDS perception, and values
clarification.
This study addressed the lack of empirical social work research on Afiican
American seniors’ perceptions ofHTV/AIDS and values clarification.
Statement of the Problem
Since the beginning of the AIDS epidemic, more than 60,000 cases ofAIDS have
been identified as being in the 50-plus years of age and over range for women. Little
thought has been given to the minority elderly population. It is for this reason that the
need to research this population was studied. Over the years, many professionals had
looked past the older generation because of different beliefs about who is sexually active.
Minds are closed to the possibility that grandparents still have feelings or desires to
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have sex. Be it a grandmother or grandfather, older aunt or uncle, society thinks that
one’s sex life ends once one reaches a certain age.
These assumptions support a need for research in order to educate professionals on
providing preventive services to seniors (Center for Disease Control, 1998).
AIDS has increased nationally among African-American women 50 and older.
This emerging population of aging minorities is the focus of this study. It is crucial to
heed important differences in peoples’ understanding and perceptions about AIDS, HIV
infection, and control measures in communities. AIDS in middle and later years is
increasingly common and can no longer be ignored. Zelenetz et al. (1998) notes that the
elderly do not perceive themselves to be at risk for infection with HTV/AIDS; however,
data suggests that 10% of individuals 50 or older had at least one risk factor
for HTV infection, including multiple sexual partners.
Purpose of the Study
The purpose of this study is to examine why the increase ofHIV/AIDS among
this targeted population and explain why little was done in the way of empirical social
work research on African-American seniors with HIV/AIDS. This study was to examine
their perceptions ofHIV/AIDS and casual factors, which relate to HIV/AIDS, as well as
the values of this population.
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Significance of the Study
After examining the literature on HIV/AIDS among seniors, little was foxmd on
this population. HTV/AIDS increases within the elderly population suggest that this
population needs future research.
A goal of this study is to bring clarification about an imderserved population. For
Afncan-American seniors, preventive measures to meet all population’s needs, regardless
of age, sex, gender, race or nationality, is a must for the social work profession.
As the social work profession emerges into a new millennium, so must the insight
ofeducation adopt to prepare social workers to serve the people who are economically
and physically oppressed to overcome many obstacles. One such population is senior
citizens. The assumption that seniors do not participate in sexual acts is misleading. The
focus on HTV/AIDS preventions is not just a gay issue or bisexual issue, nor is it just a
heterosexual issue; it’s an issue that affects everyone regardless of age, sex, gender, race,
nationality, or social economic status. As social work professionals, we must provide
research services for all HTV/AIDS populations.
CHAPTER TWO
LITERATURE REVIEW
The majority of the literature review does not focus on the elderly population but
rather on teens, women ofcolor, young adults, and homosexuals. The problem here is
that the growing number of elderly women and men with HTV/AIDS are a hidden
population and a public health concern.
Since the beginning of the HIV/AIDS epidemic, older individuals have been
affected by the virus in a variety ofways. Some have been infected themselves, and
many have taken on care giving roles for others with the HIV disease. The influence of
HIV/AIDS on older Americans can be investigated in terms of its impact on (1) the
individual who may be at risk, infected, or ill; (2) the group or network that suffers the
lose ofmembers to AIDS or provided informal care; and (3) social institutions, including
those that have traditionally provide formal care to older people and those that have
emerged as providers ofHIV/AIDS care (Ory, et. al.,1998).
Vema Rose (1998) notes the incidence of acquired immunodeficiency syndrome
(AIDS) during 1996 was higher for persons aged 13 to 49 years (.89 percent) than for
older persons; the proportion accounted for by persons 50 years or older (11 percent) was
substantial, according to a report in the January 23,1998 issue ofMorbidity and
Mortality Weekly Report. The report describes the characteristic of persons aged 50
years and older with AIDS. We can gain a better understanding of the older African
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Americans attitudes, knowledge, and behaviors in the face of the pain and stress they
experienced when they learn that a family member is suffering from AIDS.
Overview ofHIV/AIDS
AIDS, the number one infectious public health problem in the United States, is an
important cause of excess deaths among minorities. According to Gong (1987), AIDS
stands for Acquired Immune Deficiency Syndrome, and HIV is an acronym for Human
Immune Deficiency Virus. AIDS is caused by a virus known has HTV. The virus is
transmitted by sexual contact, needle sharing, or less commonly, through blood or blood
products, and possibly through breast milk. AIDS was first reported in 1981 as a unique
and recognized syndrome characterized by a break down of the body’s immune system
Jenkin (1992). At one time it was thought that primarily white homosexual or bisexual
men, intravenous drug users, and hemophiliacs were at high risk of getting AIDS, but we
now know that the virus does not discriminate by race, age, sex, or sexual preference.
Almost no one is completely safe from AIDS, so it is imperative to not only practice safe
sex but also to have access to accurate information and regular medical check-ups. It is
crucial for social workers to heed important differences in the imderstanding and
perceptions about AIDS, HTV infection, and control measures by black elders in the
African-American communities.
HIV/AE)S In Older African Americans
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The Centers for Disease Control (1998), addressed the issue ofAIDS among older
persons. One important finding was that persons age 50 years and older were more likely
than those between the ages of 13-49 years to have died within one month of their AIDS
diagnosis (13% vs. 6%). The findings in the report suggest that older persons had AIDS
diagnosed later during the comse ofHTV infection. One reason postulated is that
physicians may be less likely to consider HTV infection among older persons, which may
result in missed opportunities for timely use ofopportvmistic illness prophylaxis, or
antiretroviral therapies, to prevent progression of the disease.
African Americans are the largest ethnic minority population in the United States;
the percentage of older persons among the Afncan-American population is still smaller
than among its non-minority coimterparts. That is, about 8 percent of the
Afncan-American population is over 65 years of age, compared to 14 percent ofwhite
population. The ratio ofmen to women among Afiican-Americans age 65 and over is
slightly lower than among whites; 62 males per every 100 females, compared to 67 males
for every 100 females among the whites population. However, in the population age 85
and over, there are 42 Afiican-American men for 100 women. Women age 80 and over
are the most rapidly growing group ofAfiican-American elders; they have the longest
average remaining life span (Cormman &, Kingston, 1996).
Studies ofpsychological and general well being among Afncan-American elders
have illustrated the benefits of social integration. Despite significant hardships, the
majority ofolder blacks report high life satisfaction and happiness compared to their
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white counterparts regardless of living conditions. Older African Americans’ life
satisfaction has been explained in terms of their spiritual orientation and the support of
their extended families and of the church (Wood & Wan, 1993).
While it cannot be classified as a chronic disease in the same way as diabetes or
chronic obstructive pulmonary disease is the growing number of older adults with AIDS,
and the increasing time between infection, diagnosis, and death makes this an important
public health issue in gerontology (Hooyman & Kiyah, 1999).
The Center for Disease Control and Prevention (CDC, 1996) receives reports
from all states and territorial health departments on all diagnosed cases ofAIDS.
Because of stereotypes that older people are not sexually active, many physicians and
HIV- testing programs do not routinely test older adults for AIDS (Gueldner, 1995).
In 1995, of the more than one-halfmillion diagnosed cases ofAIDS, 10 percent
were age 50 or older. There was an increase in diagnosed cases of 17 percent between
1990 and 1995 in this age group, compared to less than 10 percent for people under age
40. Almost one-third (29 percent) of the older group was over age 60 (CDC, 1995) and
elder women were at greater risk. Among people over age 55 who were diagnosed with
AIDS in 1995, 12 percent were women, but among those age 65 and older, 21 percent
were women (CDC, 1995).
Interest in the aged is not new. The growth in interest and study of the aged
African-American female with HTV/AIDS is due, perhaps in large part, to the increasing
number ofaged persons in the population. Seropositive wives were older than
seronegative wives (median age 62 versus 54 respectively) (Peterman et al., 1988).
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When one considers the growth of the aged population, older women are also
becoming infected through heterosexual transmission by their male partners, who were
infected in other ways. Furthermore, the progression from HTV to AIDS is more rapid
among older people, 62 percent compared with 21 percent ofyounger people. Their
remaining life span after the diagnosis is also less —6.3 months versus 16.5 months for
younger AIDS victims (Ferro & Salit, 1992).
Another reason why older women may be more likely to become infected is the
vaginal change after the menopause. This leads to mucosal disruption and tearing of the
vaginal wall, and thus makes it more susceptible for the HIV to enter the
bloodstream. Furthermore, older adults are far less likely to use condoms during
intercourse than are young persons (Gacta et al., 1996). For these reasons, it is important
to educate older adults about their risk for AIDS. Even those who know something about
this disease may feel that it cannot affect them if they are not engaging in homosexual
activity or intravenous drug use.
Older women are less willing to be tested for the virus, and once diagnosed, are
less likely to seek out AIDS support groups or other forms ofemotional support. At the
same time, agitated attitudes may prevent health providers from encouraging sexually
active elders to be tested for this virus, or even asking questions about their sexual history
as part of a routine health screening (Emlet, 1993).
Older persons with AIDS have been found to be less likely to use emotional
support and mental health services than the younger population. Such services may need
to be reconfigured and presented differently in order to meet the emotional needs of the
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older population diagnosed with AIDS (Gueldner, 1995). Social workers need to be
sensitive to their clients’ values and life experiences and to support them in making then-
own choices about sexual behavior and sexuality.
The influence ofHTV/AIDS on older Americans can be investigated in terms of
its impact on (1) the individual who may be at risk, infected, or ill; (2) the group or
network that suffers the lose ofmembers to AIDS or provides informal care; and (3)
social institutions, including those that have traditionally provided formal care to older
people and those that have emerged as providers ofHfV/AIDS care (Ory, et al., 1998).
Rose notes the incidence ofAIDS during 1996 was substantial for persons 50
years or older (11 percent). According to CDC (1998), persons aged greater than or
equal to 60 years may not be promptly tested for HIV infection because they may not
perceive themselves to be at risk for HTV. The prevalence of reported condom use was
lower among sexually active persons, aged greater than or equal to 50 years, who
engaged in high risk behaviors, and a higher proportion of these persons had never been
tested for HIV, compared with younger persons who engaged in the same behaviors.
Although AIDS-related knowledge is increasing for all ages, older people are still
less knowledgeable than young people. For example, those 50 years and older are more
likely to believe that HfV/AIDS can be contracted through casual contact, being caught
on, sharing food utensils, or using public toilets. Older people are also less likely than
younger people to feel that they “know a lot about AIDS” or to know someone who may
have AIDS (Ory &, Mack, 1998).
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The literature strongly indicates that AIDS is becoming a fact of life for older
people. According to Catania, Stall.et al., (1998), even more significant is that AIDS has
become a “multi-generational catastrophe.” Few infectious diseases have produced an
impact on society as dramatically as HTV/AIDS. Aging draws attention as a social
problem because of the increased visibility of the disadvantaged status of the elderly.
This is especially true as it relates to HTV/AIDS.
A additional research studies are needed to identify people at risk and develop
intervention strategies for reducing such risks and enhancing the quality of life in the
middle and later years. According to (Ory, et al., 1998), the challenge of the third decade
of the HIV/AIDS epidemic is to attend to previously neglected populations at risk and
examine the applicability of research and practice ofnew populations and settings.
Zablotsky (1998) identified the impact of gender or age on HTV/AIDS and that it
left past productive women marginalized or over looked. Little empirical research has
been conducted on women as they age, relative to their risk of contracting HTV, living
with the virus or dying from AIDS. Typically, if they have been included in the
investigation at all, it is as a point of comparison to younger women or men.
The most common risk factor for men between ages 50 and 65 is homosexual or
bisexual behaviors. After age 65, blood transfusions are the primary risk factors,
(representing 25 percent of cases) followed by homosexual, then heterosexual behavior.
Older people are unaware that theymay contract AIDS through heterosexual intercourse.
It is, therefore, not surprising that many older people are also less willing to be tested for
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the virus, and once diagnosed, are less likely to seek out AIDS support groups (Hooyman
& Kiyak, 1999).
There is growing concern about the increase in AIDS among the older population
or example, despite the risks, most older gay men remain sexually active, although they
engage less frequently in one-night encounters and are more knowledgeable about safe
sex than comparably aged heterosexual males (Pope & Schulz, 1991).
Richardson & Lazur (1995) note that a primary psychosocial factor, especially
for women, is the availability of a partner. Interestingly, Brown’s (1998), recent
comprehensive review of available literature on HIV/AIDS in older minorities is sparse,
even though this population constitutes the fastest growing segment of the population and
are expected to more than double by the year 2950.
Recognition of these factors, in conjunction with a growing sensitivity to the
vulnerabilities of older minorities, researchers from Emory University, School of
Medicine reported that medical personnel appear unlikely to suspect and thus, test for
HIV infection in elderly patients. They conducted a retrospective chart review
(1985-1992) at Grady Hospital to identify 32 patients age 60 and older with positive HfV.
Mean age at diagnosis was 64.8; 81 percent were African American and 5 (16%) were
women. Half of the patients were living with a spouse or family member at the time of




Most individuals pass a set of beliefs and values that guide their lives. Their
values give a reason for existence, hope, and a sense of right and wrong. One’s attitudes
toward AIDS, growing old and managing health and illness can be influenced by the
values held. Values and beliefs do not dissolve when someone becomes aged or ill. In
fact, they may become more important than ever. Social workers must be familiar with
various values and beliefs so they may respect, advocate, and support practices consistent
with them (Elropoulos, 1987).
Values clarification among African Americans has remained unexamined by
social science. Much of the available literature about the African-American elderly has
been either extrapolated from the stated and situation of non-minority elderly generally or
based upon empirical data from small and non-representative samples ofAfrican
American (Jackson et al., 1993).
Everyday, every one of us meets life situations, which call for thought, opinion
making, decision-making and action. Everything we do, every decision we make and
every course of action we take, is based on our conscious or unconsciously held beliefs,
attitude, and value. Values clarification is a more systematic process of valuing (Rath,
1966). His focus is on how people come to hold certain beliefs and establish certain
behavior patterns. Valuing, according to (Rath, 1966) is composed of seven sub
processes.
Prizing one’s beliefs and behaviors
1. Prizing and cherishing
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2. Publicly affirming, when appropriate
Choosing one’s beliefs and behaviors
3. Choosing from alternatives
4. Choosing after consideration of consequences
5. Choosing freely
Acting on one’s beliefs
6. Acting
7. Acting with a pattern, consistency and repetition
Thus, the values-clarification approach does not aim to instill any particular set of values.
Rather the goal of the values-clarification approaches is to help persons utilize the above
seven processes of valuing in their own lives, to apply these valuing processes to already
formed beliefs and behavior patterns and to those still emerging.
To accomplish this, the social worker use approaches that help persons become
aware of the beliefs and behaviors they prize and would be willing to stand up for in and
out of the therapeutic session. For only when persons begin to make their own choices
and evaluate the actual consequences, do they develop their own values.
The growing amount ofempirical research that has been done on the values
clarification approach, and the large amount ofpractical experience with this approach by
thousands of social worker practitioners, indicate that persons who have been exposed to
this approach have become less apathetic, less flighty, less conforming as well as less
over dissenting (Kirschenbaum, 1977).
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Acquired Immune Deficiency Syndrome (AIDS) is undisputedly the most
significant public health problem facing the black community today. According to Hill
(1998), research on the assets of people ofcolor reveal that resilient individuals are more
likely than less resilient individuals to have positive values: respect for family, high
regard for the elderly, strong academic orientation, strong religious orientation, strong
work orientation, personal responsibility, and concern about the welfare of others.
Billingsley (1992) reveal that resilient individuals place the elderly or
grandparents in high regards, and are eager to listen to their wisdom or to provide social
or economic support to them. Social workers need to understand that in order to enhance
the resilience of older Afiican-American population, social workers must recognize the
capacities and strengths that should be reinforced by their services.
Basic information about older black clients is essential for an understanding of the
psychosocial consequences of HIV/AIDS on the aging black population, but little is
known about their values, sexual behaviors, intimate partnerships, and sex role values.
This is an area ofblack life that has been so little explored, or if at this point social work
practitioners have the right questions with which to get the answers.
Major Theoretical Framework
The question of psychological theory and its relation to applied practice with
older Afiican Americans has been of interest and the focus of controversy. Not only
must one question whether theory is a useful aid to clinical practice in principle, but also
specifically whether theories which have originated in Euro-American, white
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middle- class dominated clinieal settings have relevance in working with Afro-American
clients (Tounsel & Jones, 1997).
A useful overview of the general question of the therapeutic utility of theory has
been provided by Dimond and Havens (1995) in a conceptual framework known as
“prescriptive eclecticism.” This approach maintains that theory can be an extremely
valuable aid in therapy, but only after the therapist has made an effort to understand the
unique life space of a particular client.
Given such an understanding, as a matter of fact, most theoretical orientations
with seniors or in gerontology, whether the central concept is “disengagement,”
“activity,” “continuity,” or “developmenf’-ignore, or fail to treat sufficiently, the
historically-based differences between the majority culture and life in the minority
communities (Rey, 1982).
Disengagement theory provides a conceptual filter that can block out the day-to
day, as well as the historical, life experiences ofolder people, and as such, it alienates
minority seniors from those who choose to pretend that all is rosy with the elderly to the
very end.
Disengagement theory suggests that society roles to prevent their death from
disrupting the normal functioning of society. Finally, disengagement theory is a
normative theory focusing not so much on why people age, but rather on what must be
done in order to age successfully.
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Many minority persons live in spite of seemingly over whelming obstacles.
Activity theory accounts for well being in old age by the level ofmeaningful involvement
involved the elderly are, the more “satisfied” they are (Colen, 1979).
No single theory can offer an overall integrative framework for the social work
profession. The social facts that govern the lives of the aged within groups can be
viewed from a number ofdifferent perspectives, keeping this in view, this section
examines ^ing from the conceptual framework of life-span development.
Life-span developmental theorists propose various stage models of development.
Life-span development appears to be helpful for the elaboration stage appropriate
interventions for social work. However, the stage model development theories have their
detractors who see them as outdated and not truly reflective of the completion ofmodem
interactionally determined causality (Germaine, 1987; Breslow, 1988).
Life-span development theory, according to McAdoo (1987), must be inclusive.
Inclusion must be extended to African American. They constitute nearly 30 million
citizens in the U.S. their experience has some features typical ofmany of the other
minority groups in North American society. According to Jaynes & Williams (1989),
they continue to remain one of the most disadvantaged sectors. The elderly are the fastest
growing population in the U.S. and included in this population are increasing numbers of
the oldest old (Longino, 1988).
There is likely to be increased emphases upon life-span development as it relates
to this group. Any social workers providing service to this population must first
understand the societal attitudes, beliefs, and biases about HTV/AIDS the
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African- American seniors confront. Too often, many HIV-infected African-American
seniors live in a “conspiracy of silence.” The life-span development theory or framework
addresses different levels of intervention for this population.
Definition of Terms
AIDS- a disease cause by a virus that attacks the body’s immunological system. AIDS
is transmitted by vaginal routes or blood products.
African-American seniors’-pertaining to blacks ofAfrican ancestry, their history, or then-
culture. Values Clarification is the process by which people come to hold certain beliefs
and establish certain behavior patterns (Raths, 1966). Value concerns. Reamer (1987)
notes are not considered to have worth, that social work values focus on a commitment to
human welfare, social justice, and individual dignity.
Statement of the Hypotheses
This study focuses on AIDS and values clarification of African-American seniors
perception of HTV/AIDS. To fully grasp the comparison ofhow age may or may not play
a significant role in the values and perceptions of African-American seniors, the study
addressed the following questions:
Point 1: Is the knowledge level ofAfrican-American seniors perceptions ofHfV/AIDS
influenced by their gender.
Point 2: Is the knowledge ofAfrican-American seniors perceptions not influence by
their gender.
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Hypothesis #1 There is no significant difference among African-American male and
female seniors perceptions ofHTV/AIDS.
Hypothesis #2 There is no significant difference among Afncan-American male and




This is an exploratory and descriptive study. An exploratory research design is a
design which explores a research question about which little is known, in order to
uncover generalization and develop hypothesis that can be investigated and tested later
with more precision, more complex designs, and data gathering.
Descriptive design used to provide detailed information about the
interrelationship of certain variables in question (Grennell, 1987).
Setting
The setting of this study was at Antoine Graves Homes in Atlanta, Georgia. This
location was chosen because the presence and availability ofAfrican-American seniors
who reside at the highrise. Antoine Graves is located in the inner city ofAtlanta,
Georgia.
The Antoine Graves Homes was built in November 1965, and the Antoine Graves
Annex was opened in December 1973. The buildings were named after Mr. Antoine
Graves, an insurance salesman who was instrumental in the revitization of the area.
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Mr. Graves provided money for social, as well as, cultural projects for this historic
neighborhood. These two housing developments are owned and operated by the Housing
Authority of the City of Atlanta.
Sampling
A non-probability convenience sample was utilized. The sample consisted of 30
African-American seniors, ranging in age from 50 to 81; 18 males and 12 females. All
participants reside in the Antoine Graves Homes.
Data Collection Procedure/Instrumentation
The data for this study were obtained through personal face-to-face contact with
those participants willing to participate in the study. They were informed that
participation was strictly voluntary and they would not receive any financial
compensation. They were advised that confidentiality anonymity would be adhered to.
The interviews took place at the setting in January, 2002, between the hours of
10:00am and 4:00pm. Many of the participants had some opinions regarding certain
questions regarding HTV/AIDS. Many of the participants indicated that they had no
knowledge of HIV/AIDS. On an average, one session lasted 30-45 minutes.
The Resident Coordinator granted permission to conduct this study. The
participant signed a consent form (Appendix B). Each participant was given a 34 item
questionnaire. The body of the questionnaire consisted of4 demographic questions, 18
perceptions, and 13 on value-clarification. The questionnaire was collected from the
participants after their completion. Reliability and validity have not been determined.
21
Data Analysis
Data collected were coded on the SPSS system at Clark Atlanta University.




To better understand the perceptions and values of the African-American senior’s
beliefs, the researcher used the following hypothesis:
Hypothesis #1 There is no statistical significant difference among
African- American male and female senior’s perceptions ofHTV/AIDS.
Hypothesis #2 There is no statistical significant difference among male and
female seniors Values Clarification.
Table 1
Age tN=30I
Over 49 Frequency Percent
50-60 11 36.7 %
60-70 8 63.3 %
70-80 8 90.0 %
80-89 3 100.0 %

















This sample consisted of 30 participants from Antoine Graves Homes located in












There were 4 (13.3) respondents who reported being married, 2 (6.7%) divorced.
9 (30.0%) separated, 9 (30.0%) were single, 6 (20.0%) widow/widower. The separated








This section illustrates that 83.0% thought HfV stood for human




True 21 70 0%
False 9 30.0%
F=Frequency P=Percent
This section illustrates that 70% thought that AIDS stood for assisted immune








This section illustrates that all respondents thought HTV was a deadly disease.
Table 8





This section illustrates that 96.7% believe anyone can get HFV, e.g. 3.3% believe








This section illustrates that 70.0% of the respondents thought mosquito bites was
another way of contracting HIV/AIDS.
Table 10





This section illustrates that 96.7% believe that HIV is transmitted to a haby
through an infected mother’s breast milk is true; 3.3% thought HIV could not be
transmitted through an infected mother’s breast milk.
28
Table 11





This section illustrates that 63.3% believe that HFV have to use living white blood
cells to make more viruses, 36.7% thought not.
Table 12















This section illustrates that 80.0% of the sample thought birth control pills do not
prevent HTV, 20.0% thought that birth control pills did prevent HIV.
Table 14
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This section illustrates that 56.7% thought withdrawing the penis before
ejaculation prevented HIV, 43.3% thought it did not.
Chi Square Test
Asymp. Sig. Exact Sig. Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 2.738b 1 .098













a. Computed only for a 2x2 table
b. 0 cells (.05) have expected count less than. The minimum expected count is 5.20.
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Table 15














This section illustrates that 60.0% thought oil-based products such as petroleum
jelly would weaken and break, 40.0% thought that it would not.
Chi-Square Test
Value Asymp. Sig. Exact Sig. Exact Sig.
df (2-sided) (2-sided) (1-sided)
Pearson Chi- Square 2.801 1 .094






Association 2.708 1 100
N ofValid Cases 30
a. computed only for a 2x2 table


















This section illustrates that 70.0% think that only people who are not responsible
















This section illustrates the 66.7% thought AIDS can happen to anyone, 33.3%
thought differently.
Chi-Square Test
Asymp. Sig. Exact Sig. Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 2.500 1 .114






Association 2.417 1 .120
N ofValid Cases 30
a. Computer only for a 2x2 table









This section illustrates that 100.0% believe that anyone can get HIV.
Table 22






This section illustrates that 63.3% felt comfortable working around someone who
has HTV, 3.3% were uncertain, 33.3% would not.
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Table 23






This section illustrates that 63.3% would send their child to school if a classmate





Pearson Chi-Square 3.246a 2 .197
Livelihood Ratio 3.915 2 .141
Linear-by Linear
Association .000 1 1.000
N ofValid Cases 30










This section illustrates 56.7% do not mind working with someone who has AIDS,





Pearson Chi-Square .154 2 .926
Likelihood Ratio .153 2 .926
Linear-by-Linear
Association .054 1 .816
N ofValue Cases 30










This section illustrates 60% do not have a problem hugging someone with AIDS,
33.3% was imcertain, 36.7% would not.
Table 26







This section illustrates thoughts ofAIDS as a punishment from a higher being






Pearson Chi-Square 1.570 a 2 .456
Likelihood Ratio 1.903 2 .386
Linear-by-Linear
Association .006 1 .939
N ofValue Cases 30
a. 3 cells (50.0%) expected count less than 5. The minimum expected count is .4.
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Table 27






This section illustrates 33.3% would allow their child to play with a neighborhood





Pearson Chi-Square 1.441 a 2 .487
Likelihood Ratio 2.150 2 .341
Linear-by-Linear
Association .023 1 .878
N ofValue Cases 30










This section illustrates 46.7% felt comfortable living with someone who is HTV









This section illustrates 63.3% believe mosquito bites is a form of transmitting
AIDS, 6.7% was uncertain, 30.0% believe it can not be transmitted.
Table 30






This section illustrates16.7% would swim in a pool with someone who has HTV,
20.0% was uncertain, 63.3% said they would not.
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Table 31






This section illustrates 100.0% believe that people should restrict their sexual
activity to safer sex practices.
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Table 32






This section illustrates 63.3% would terminate their relationship, 13.3% were





Pearson Chi-Square .583a 2 .747
Likelihood Ratio .596 2 .742
Linear-by-Linear
Association .274 1 .601
N ofValue Cases 30










This section illustrates 6.7 were imcertain to whether they would commit suicide,
93.3% said they would not, no one said that they would commit suicide.
Table 34





This section illustrates 56.7% would discontinue their services, 6.7% were
uncertain, 36.7% said they would not.
CHAPTER FIVE
SUMMARY AND CONCLUSION
As a result of the research findings, no significant difference in Afiican-American
senior’s perceptions on HIV/AIDS was noted. Based on the results of the findings in this
study it can be concluded that there were no significant difference between male and
female perception’s ofHIV/AIDS. No significant difference in seniors’ values
clarification was shown. However, the findings had shown few significant differences
based on particular questions, which indicated that further education is needed for the
senior population of Afiican Americans. Therefore, the hypothesis was accepted.
According to the literature, additional research studies are needed to identify those
older people at risk and to develop intervention strategies for reducing such risks and
enhancing the quality of life in middle and later years. The challenge of the third decade
of the HTV/AIDS epidemic is to attend to previously neglected populations at risk and
examine the applicability of research and practice to new populations and settings
(Ory, et.al., 1998).
The study identified a number of important factors that social workers need to
address. AIDS among Afiican-American seniors remains a serious concern and the death
rate from AIDS, of all reported AIDS cases, the proportion among
47
48
African Americans have increased from 37% in 1987 to 78% in 2000. Through
December 31,2000, there are 10,342 persons living with AIDS in Georgia, including
8,302 (80%) males and 2,040 (20%) females. Of the 8,302 males, 5,226 (63%) are
African American; of2,040 females, 1,724 (85%) are African American. One important
finding was that persons aged 50 years were more likely than persons aged 13-49 years to
have died within one month of their AIDS diagnosis (13% vs. 6%). The findings suggest
that older persons had AIDS diagnosed later during the course of their HTV infection.
Additionally, older persons may not be promptly tested for HIV infection because they
may not perceive themselves to be at risk (CDC, 2000).
Chi-Square cross tabulation found that there were few variables that did not cause
a major significance to the study to alter the hypothesis, therefore the hypothesis was
accepted.
Limitation
A major limitation of this study was the small sample size; only thirty in total,
eighteen males and twelve females, all were African-American seniors. As a result the
outcome of the research cannot be generalize to the total population ofAfrican-American
senior. Another limitation is that all of the participants reside at the Antoine Graves
Homes in Atlanta, Georgia.
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Suggested Research Direction
This research recommends more study is needed for this population.
Little empirical research has been conducted on women and men 50 year and older.
In reviewing the available literature on HTV/AIDS in older minorities, it is important to
emphasize the great diversity among and within minority population; these differences
are important because they have ramification for how HIV/AIDS is perceived and
experienced.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
There is an obligation for the social worker profession to gain better knowledge of
the African-American seniors perception ofHTV/AIDS. Over the years many
professionals had looked pass the older generation because ofdifferent beliefs about who
are sexually active. Our minds are closed to the possibility that our grandparents still
have human desires to have sex. Whether it is grandparents, other family relatives, or
just the fact what society thinks, once you reach a certain age your sex life ends. These
assumptions has brought a need for research in order to educate professional’s on
teaching preventive measures to seniors (Center for Disease Control, 1998).
The need for social workers to gain knowledge into HTV/AIDS perceptions
among seniors has shown very little information into the increase in this population.
Further research is recommended for future study. The focus on seniors and HTV/AIDS
prevention is not just a gay issue or lesbian issue, nor is it a heterosexual issue; its an
issue that affects everyone regardless of age, sex, gender, race, or nationality. As
professionals, we must study and research all HTV/AIDS populations. There is much
work to be done in research about older people. The knowledge about sexuality and
sexual practice among older people is necessary.
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There is much work to be done in research about older people. This knowledge
about sexuality and sexual practice among older people is necessary this knowledge,
when shared with other professionals and lay persons can help dispel the myth of
sexuality among older people and can encourage those who work with older people to
recognize their clients’ vulnerability to a sexually transmitted disease (Gutheil et al.,
1991).
Increasing attention has been paid to AIDS by social workers, the lack of
materials addressing the impact ofAIDS on older people suggest that the field, like the
population in general, sees AIDS as a disease of the young or middle-age people. The
literature strongly suggests that AIDS is becoming a fact of life for older people
(Catania et al., 1989).
This knowledge, when shared with other professionals and lay persons can help
dispel the myth of sexuality among older people and can encourage those who work with
older people to recognize their clients’ vulnerability to a sexually transmitted disease
(Gutheil et al.,1991).
Increasing attention has been paid to AIDS by social workers, the lack of
materials addressing the impact ofAIDS on older people suggest that the field, like the
population in general, sees AIDS as a disease of the young or middle-age people. The




APPENDIX: A AN EXPLORATORY DESCRIPTIVE DESIGN ON
HIV/AIDS: VALUES CLARIFICATION AMONG THE ELDERLY
QUESTIONNAIRE
DEMOGRAPHICS
1. How old are you?





3. What is your gender?
1. Male
2. Female







5. HIV stands for human immunodeficiency virus. True or False
6. AIDS stands for assisted immune deficiency syndrome. True or False
7. HTV is a deadly disease without a cure. True or False
8. Anyone can get HIV. True or False
9. HTV is a disease you can get fi-om a mosquito bite. True or False
10. HTV can be transmitted to a baby through an infected mother’s breast milk.
True or False11.HTV has to use living white blood cells to make more viruses. True or False
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12. HIV can be spread during sex by exchange ofblood, semen, or vaginal fluids.
True or False
13. HTV can be prevented if the woman is taking birth control pills. True or False
14. If amale does not use a condom and withdraws his penis before ejaculation, the
partner is not at risk of acquiring HIV. True or False
15. Having sex with a polyurethane condom prevents HTV infection. True or False
16. Using an oil-based product, such as petroleum jelly, will cause latex condoms to
weaken and possibly break. True or False
17. If one is careful, AIDS can be prevented. True or False
18. Only people who are not responsible get HTV. True or False
19. HIV only happens to people who are members of certain groups. True or False
20. People can get AIDS through no fault of their own. True or False
21. AIDS is a disease that can happen to anyone. True or False
AIDS AND VALUES CLARIFICATION
22. Would you be comfortable working in the same office with another employee that
is known to be infected with HIV? (Check one)
1. Yes 2. Uncertain 3. No
23. If you were a parent, would you send your child to a school in which a classmate
is known to be infected with HTV?
1. Yes 2. Uncertain 3. No
24. Assume you are a social worker in a nursing home. Would you be comfortable
working wdth residents who have AIDS?
1. Yes 2. Uncertain 3. No
25. Would you feel comfortable in hugging someone who has AIDS?
l.Yes 2. Uncertain 3. No
26. Do you believe that the peril ofAIDS is a punishment from a higher being for
homosexual behavior?
1. Yes 2. Uncertain 3. No
27. Ifyou were a parent, would you be comfortable seeing your children play with
neighborhood child who has tested positive for HIV?
1. Yes 2. Uncertain 3. No
28. Would you feel comfortable in living with a roommate who has HIV?
1. Yes 2. Uncertain 3. No
29. Do you believe AIDS can be transmitted by mosquito bites?
l.Yes 2. Uncertain 3. No
30. Would you hesitate to swim in a swimming pool in which someone else is
swimming who you know has HIV?
1. Yes 2. Uncertain 3. No
31. Do you believe people should restrict their sexual activity to safe (safer) sex
practices?
1. Yes 2. Uncertain 3. No
32. Ifyou discovered that someone who you were dating tested positive for HfV,
would you seek to terminate the relationship?
1. Yes 2. Uncertain 3. No
33. Ifyou tested positive for HTV, would you contemplate suicide?
l.Yes 2. Uncertain 3.No
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34. If you discover your physician or dentist is HTV positive, would you discontinue
receiving services from this physician or dentist?
1. Yes 2. Uncertain 3. No
APPENDIX B: INFORMED CONSENT
During January 2002, Student ofClark Atlanta University of the Whitney M.
Young Jr. School of Social Work will be conducting research at the Antoine Graves
Annex Resident Housing (AHA) Atlanta Housing Authority, in Atlanta Georgia. The
objective is to gain knowledge ofHIV/AIDS Values and Clarification Among Seniors.
The research will involve the reviewing of a simple survey filled out by the participants.
The results will be used to further assess whether or not HTV/AIDS outreach is needed in
the black communities.
The survey will be filled out at the Antoine Graves Annex, clients will be
anonymous and clients will be asked to answer all questions. The clients will make
inquiries about such things as the client’s race, age, knowledge and perceptions of
HIV/AIDS, and STD’s and the use of condoms. Participation in the study is totally
voluntary; those who elect to take part in the study will remain anonymous and the
information will be reviewed and summarized without prejudice.
Ifyou agree to voluntarily take part in this study please sign and date two copies of this
document. Turn one in and keep one copy for your records.
Signature:
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APPENDIX C: REQUEST FOR PERMISSION TO ADMINISTER QUESTIONNAIRE




The Whitney M. Young Jr.
School ofSocial Work
P.O, Box *506
James P. Brawley Drive, S.W.
Atlanta, Georgia 30314





Dear Ms. Juanita Hill/Resident Coordinator:
I am required to complete a thesis for the M.S.W. Program at Clark Atlanta University. I
am requesting permission to administer this questionnaire on “THE KNOWLEDGE OF
AIDS AND values CLARJOCATION AMONG AFRICAN AMERICAN
SENIORS."
This research is confidential and will not violate aspects of human subjects rights,
if you have any questions regarding the enclosed questionnaire, you may contact me at
(404) 880 ”6616. Thwik you very much for your assistance and cooperation.
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